cyberbullying, even if not the primary reason for referral and even if not identified. Indeed, victimized youth are more likely to meet the criteria for psychiatric diagnoses (Cuevas, Finkelhor, & Turner, 2011) , including depression, anxiety, and other internalizing problems (Gladstone, Parker & Malhi, 2006; Kaltiala-Heino & Fröjd, 2011; Reijntjes, Kamphuis, Prinzie, & Telch, 2010; Ttofi, Farrington, Lösel, & Loeber, 2011) , psychosomatic problems (Gini & Pozzoli, 2009) , and post-traumatic stress disorder (PTSD) and other trauma symptoms (Carney, 2008; Idsoe, Dyregrov, Idsoe, 2012; Litman et al., 2015; Weaver, 2000) . Symptoms secondary to bullying and cyberbullying experiences in childhood may persist into adulthood, along with disturbing memories of being victimized (Espelage, Hong, & Mebane, 2016; Miehls, 2017) .
Children and adolescents identified as bullying others are at greater risk of substance use, academic problems, depression, anxiety, and attention deficit hyperactivity disorder (Smokowski & Holland Kopasz, 2005; Turcott Benedict, Vivier, & Gjelsvik, 2015) . Left unchecked, bullying behaviors and attitudes may persist and escalate into adulthood (Smokowski & Holland Kopasz, 2005) . Young people who both bully others and are themselves victimized are at even greater risk for psychological and social problems (Smokowski & Holland Kopasz, 2005) . Young people are unlikely to disclose experiences related to bullying and cyberbullying to adults (Mishna & Allagia, 2005; Mishna, Cook, Gadalla, Daciuk, & Solomon, 2010) . It is important however, for clinicians to recognize that it is likely commonplace that they are seeing youth dealing with issues related to bullying and cyberbullying-even if often unacknowledged.
We therefore wondered what guidance clinical practice scholarship has to offer clinicians in the field, who are treating clients involved in bullying and cyberbullying.
Method for Review of the Literature
We conducted a comprehensive survey of peer-reviewed journal articles published between January 1990 and June 2018 related to individual and group-based clinical practice with children and adolescents involved in bullying and cyberbullying. After reviewing case studies, articles outlining clinical approaches, as well as systematized intervention studies, we identify four guidelines for clinical practice related to bullying and cyberbullying based on application of clinical and developmental theory, practice wisdom, and translational research methods.
We draw on ecological systems theory (Bronfenbrenner, 2000; Germain & Gitterman, 1996; Hong & Espelage, 2012) and the person-in-environment model (Green & McDermott, 2010; Mishna, 2003) in our analysis of the clinical literature and our recommendations for practice-recognizing how individuals are embedded and influenced by social and other interrelated contextual systems. Bullying and cyberbullying involvement and victimization need to be understood dynamically and holistically with reference to explanatory theory and complex systems theory in consideration of contingent micro, meso, and macro level systems (Green & McDermott, 2010) . Although carefully attuned and individualized clinical social work practice with individuals and groups is often a critical component of intervention, it is commonly overlooked in more encompassing conceptualizations.
In order to identify peer-reviewed journal articles meeting our criteria, we conducted searches using PsycInfo for the following keyword matches related to direct social work practice in response to traditional bullying: "counseling and bullying" (n=529), "social work and bullying" (n=358) "psychotherapy and bullying" (n=118), and "clinical social work and bullying," (n=8), as well as several secondary searches to sort larger pools of results, for example adding the terms "group" and "adolescent." For cyberbullying, we searched "counseling and cyberbullying" (n=75), "social work and cyberbullying" (n=40), "psychotherapy and cyberbullying" (n=9), and "clinical social work and cyberbullying" (n=1).
We focused on peer-reviewed journal articles published between January 1990 and June 2018, pertaining to individual and group-based clinical practice with children (defined for these purposes as ages 0-11, or up to grade 5) and adolescents (ages 11-18, grades 6-12), involved in bullying and/or cyberbullying. We ultimately included the following: descriptions of intervention approaches (n=18), clinical case studies applying clinical theories and/or reporting observed and/or measured outcomes (n=13), and systematized studies of clinical interventions, including randomized controlled trials and other experimental designs (n=16). Although most reviews aiming to guide clinical practice focus exclusively on intervention studies with control groups, we have included unstudied descriptions of interventions and theoretical case studies in order to incorporate practice wisdom from clinicians in the field. We made the decision to exclude book chapters from this review. While books and book chapters sometimes detail clinical approaches and discuss cases, we excluded them as their aim is more often to educate rather than develop new knowledge. We also excluded articles guiding teacher interventions in classrooms, aiming to focus in this review on practice by clinicians. Finally, we excluded articles pertaining to wholeschool intervention models, as these are well studied elsewhere and our interest for this article is clinical practice with individuals and groups. We ultimately identified 47 articles meeting our criteria, presented in Table 1 .
[Insert Table 1] After reading the articles, we classified each one in terms of how they conceptualized bullying problems (e.g., social skills deficits), their clinical objectives, and clinical method. We then compared, discussed, and consolidated the categories through an iterative process of consensus building that resulted in identification of the four overarching guidelines presented in the next section. It is important to note that only four of the articles reviewed focus on cyberbullying, pointing to a particular need for theory and research related to clinical practice in the context of cyberbullying. It is possible that the guidelines we identified apply differently and to different degrees with regard to cyberbullying as opposed to traditional bullying. At this stage, given the dearth of relevant clinical scholarship, our review takes an expansive and integrative approach in order to highlight experience-near and pragmatic guidance from the field in conversation with relevant research. With each of the guidelines, we stress the need for contextually and case specific applications, attentive to complex systems in interaction, both in-person and online.
Guidelines for Clinical Practice Related to Bullying and Cyberbullying Involvement
Our review pointed to the following four guidelines for clinical social work practice related to bullying and cyberbullying: 1. Work across systems with the client, caregivers, and school; 2. Emphasize the client's subjective experience through mirroring and validating; 3.
Prioritize sensitivity and responsiveness to trauma; and 4. Engage dynamically to support development of the client's social skills related to self-efficacy, empathy, and communication. In this section we discuss each of the guidelines in detail with reference to the literature.
Work across systems with the client, caregivers, and school
Most of the case discussions and studies explicitly provide a primary focus on interventions using one modality, such as individual treatment, family and parent-child treatment, or group-based treatment. Biggs, Simpson, and Gauss (2009) , however, stress the need for multimodal and multidisciplinary team approaches, and Splett, Moras, and Brooks (2015) demonstrate the efficacy of a manualized multisystemic intervention for adolescent girls, their parents, and teachers to address relational aggression. Even if rarely stated or theorized explicitly, it was evident in many of the articles reviewed that clinicians frequently work at multiple levels of engagement with clients involved in bullying and cyberbullying. They work to support, train, and advocate for and with caregivers, teachers, and school administrators, and work simultaneously with clients in individual, group, and family treatments (Butler & Platt, 2008; Greene, 2003; Gregory & Vessey, 2004; Healy & Sanders, 2014; Kvarme, Aabo, & Saeteren, 2016; Pikas, 2002; Sosin & Rockinson-Szapkiw, 2016; Young, 1998; Ziomek-Daigle & Land, 2016) .
Although different practice settings have distinctive norms and expectations regarding advocating for clients outside of the treatment space (e.g., schools, clinics, private practice), treatment related to bullying and cyberbullying typically requires work with other systems in a child or youth's life for education and advocacy (Mishna, 2003) . At each stage, this renegotiation of the treatment frame must nevertheless be conscientious about power and the needs and experiences of victimized clients, especially when they attempt to include work with individuals who have been involved in bullying them. Pikas (2002) describes a method of "shuttle diplomacy" between the adolescent client engaged in bullying and the adolescent client who is victimized. One concern about this approach is that it can minimize power disparities in bullying and cyberbullying (Rigby, 2011) . Clinicians aiming to "mediate" between clients in the context of bullying can inadvertently put victimized young people in greater danger.
Some authors express concern that a clinician's decision to precipitously act to intervene in a larger system can interrupt a client's freedom to share feelings and fantasies in the therapy or might convey to the client that the clinician does not believe the client capable. For example, Florou and colleagues (2016) describe a clinician's caution about intervening with a school to avoid repeating the intrusiveness of a mother of a 15-year-old client with cerebral palsy: They reason that "what Dennis needed was not another overprotective mother, but support to become stronger internally, to accept his handicap, trust himself, and to be able to genuinely look at himself" (p. 123). A similar sentiment is sometimes suggested in interventions aiming to develop individual assertiveness among victimized adolescents, which is further discussed below. The clinician's systems-based interventions, however, do not necessarily undermine a client's own agency. Rather, with a young child, the clinician might explain why it is the clinician's responsibility to try to stop the bullying. With an adolescent, the clinician can often join with the client in thinking through the clinical dilemma, deciding together how to move forward.
Ultimately, even from a psychodynamic perspective, treatment related to bullying and cyberbullying can be a joint effort by a client and clinician to address the immediate problems the client is facing, what Smaller (2013) describes as a "forward edge" perspective (p. 146).
Another distinctive area of modality-crossing intervention for bullying and cyberbullying is group treatments that weave together group therapy models with school-based advocacy, community organizing, and enlisting the group in research and problem solving (Hall, 2006; Paolini, 2018; Paul, Smith, & Blumberg, 2012; Pikas, 2002; Varjas et al., 2006; Williams & Winslade, 2008; Young, 1998) . Young (1998) builds on a model originally developed by Maines and Robinston (1991) , in which the child who has been bullied is asked to identify one or two peers who were engaged in the bullying, and others who were bystanders and friends. The group is then organized to collaboratively identify solutions to stop the bullying. Hall (2006) presents a case scenario involving bullying to the group, then guides the group in learning about the topic to identify hypotheses, research questions, and resources to support victimized peers. Williams and Winslade (2008) similarly organize "undercover teams" comprised of two young people who have bullied the client, and others who have not been directly involved, to work strategically to support the client. These approaches attempt to engage the group in a shared goal, to transform the experience of a client being bullied, and potentially to help address broader bullying dynamics within a school.
Although only four of the reviewed articles pertain directly to cyberbullying, all four are in-person group-based interventions that stress responsiveness to school dynamics, and among these, Paul and colleagues (2012) engaged group members with cyberbullying involvement in a school-based group research project. These types of collective activities, which can serve as a component of group therapy as well as a data gathering resource for a school or community, may be particularly challenging yet impactful in the case of cyberbullying because cyber-aggression may be anonymous and can be even more hidden by the group from adults. Moving the intervention to in-person group activities, or to hybrid (online and in-person) approaches, may help young people to reflect upon and better integrate their experiences and to develop their ethical perspectives across online and in-person spaces.
Emphasize the client's subjective experience through mirroring and validating
Mirroring and validating the client's feelings and experiences related to bullying and cyberbullying involvement is generally a component in individual case discussions informed by psychodynamic theories, in particular trauma theory, attachment theory, and self psychology (Malove, 2012; Smaller, 2013; Werbart, 2014) . The clinician's steady capacity to reflect on and hear the victimized client's feelings, which may include sadness, worry, embarrassment, shame, and rage, is an important means of validating to the youth that they matter. Clients who are victimized may experience a particular hunger to be seen and understood by a clinician, especially when ostracized by a peer group (Malove, 2012) . For younger children, Gregory and Vessey (2004) demonstrate how reading books on bullying might present opportunities for mirroring and validation. Others coming from cognitive and behavioral perspectives also tend to emphasize the importance of listening to clients and providing ongoing support, including mirroring of affect (Roberts & Coursol, 1996; Sosin & Rockinson-Szapkiw, 2016 ). Mishna and Sawyer (2011) contend that clinicians who provide mirroring and validation of pain associated with bullying can help prevent the development of trauma symptoms. Although none of the peer-reviewed clinical literature reviewed here has examined this point, a reasonable extension of attachment and trauma theory is that mirroring and validating painful experiences is a way to mark and calibrate responses to victimization, and to prevent dissociative numbing, tolerance, and normalization of the phenomenon. This may be particularly challenging because young people often do not disclose that they are being bullied or cyberbullied, or may minimize the impacts (Mishna & Allagia, 2005; Mishna, Cook, Gadalla, Daciuk, & Solomon, 2010; O'Connell, Price, & Barrow, 2004) . Byers (2016) added that in-person group modalities and other approaches to promote peer recognition of social pain may be particularly useful for older adolescents and emerging adults, who may seek and value this mirroring at these developmental stages, especially from peers.
Mirroring may also be an important strategy to use when working with clients that engage in bullying others, in particular when the aggression is defensive or reactive to perceived environmental stress-termed "reactive aggression" as opposed to "proactive aggression" (Folino et al, 2008; McAdams & Schmidt, 2007) . Recognizing feelings of being alone, anxious, fearful, or ashamed, for example, may be important in treatment with clients who have bullied others. Moreover, in a small subset of youth with particular vulnerability, children and adolescents who bully others are also victimized themselves (Haynie et al, 2001; Smokowski & Holland Kopasz, 2005) . Cyberbullying is sometimes a way for individuals and groups to retaliate against others for offline experiences of feeling marginalized or victimized (Baldasare, Bauman, Goldman, & Robie, 2012; Mishna, Khoury-Kassabri, Gadalla, & Daciuk, 2012) . These experiences, too, would be important to mirror and validate in order for the clinician and client to begin to identify alternative strategies for responding to experiences of social threat.
Mirroring and validating feelings does not imply condoning behaviors. For example, a client may feel anger and rage about being bullied, as with Werbart's (2014) client, who fantasizes in therapy about getting revenge. It is often important for clients to be able to express these fantasies with a clinician with an understanding that they are separate from actions, a distinction which clinicians must always carefully assess over time with the client. Providing careful mirroring should not imply support for victimizing others to ward off or gain a sense of mastery over uncomfortable or objectionable feelings. Rather, from a psychodynamic and attachment-oriented perspective, mirroring of feelings may help the client to develop affect tolerance, to experience different relational responses, and to enable the client and clinician to identify other means of addressing the affect. Young and Holdorf (2003) , from a solution-focused perspective, specifically discourage talking about presenting problems and even feelings, seeking to regularly redirect clients to awareness of their strengths. They suggest, for example, a technique of affirmative gentle assumptions in the assessment (e.g., asking "what are you good at?") (p. 273) and offering clients compliments to bolster self-esteem. While this approach may help to develop the client's sense that the clinician sees them as capable, it is important to recognize a wider range of potential feelings, including anger, pain, and despair. Clients may require support and validation of these affects, too, along with strategies for dealing with them.
Prioritize sensitivity and responsiveness to trauma
Bullying involvement can be traumatic and may suggest traumatic exposure in other contexts (Carney, 2008; Crosby, Oehler, & Capaccioli, 2010; Idsoe, Dyregrov, Idsoe, 2012; Litman et al., 2015; Newman, Holden, & Delville, 2005) . Treatment in the context of bullying and cyberbullying should therefore be sensitive to common trauma dynamics (Blitz & Lee, 2015; Mishna & Sawyer, 2011; Plumb, Bush, & Kersevich, 2016; Weaver, 2000) . Several of the articles reviewed focused on using nonverbal exercises and media to express potentially traumatic experiences related to bullying involvement, including music (Shafer & Silverman, 2013) , art (Barrett, 2012; Nicoli, 2016; Sosin & Rockinson-Szapkiw, 2016; Ziomek-Daigle & Land, 2016) , and play (Barrett, 2012; Ziomek-Daigle & Land, 2016) . More didactic approaches, such as therapeutic board games with children, are sometimes used to facilitate disclosure and communication about bullying (Streng, 2009 ). Varjas and colleagues (2006) engaged early adolescent participants in a school in developing a "culture-specific" social skills group to address the traumatic effects of bullying victimization. Others, coming from a psychodynamic perspective, contend that relational trauma treatment relevant to bullying should not depend on the child's verbal disclosure, but rather can be addressed solely in the displacement, especially through the child's play and creative work (Barrett, 2012; Nicoli, 2016) .
Still others underscore the importance of relational theory and treatment techniques in practice with clients traumatized by bullying. Malove (2014) aims to establish trust with a fifteen-year-old client by demonstrating through her empathic attention that the therapeutic relationship could be different from other relationships. She finds that her client's past relational experiences leave her hesitant to connect, and Malove "could feel the invisible wall she had erected" (p. 6) when she came for treatment. Both Malove (2014) and Kerzner (2013) discuss relational trauma treatment dynamics in which the client experiences the self and the clinician through traumatic projective identifications, and through which the bullying is often re-enacted and must be carefully attended to and worked through.
Traumatic experiences often entail self-fragmentation, including multiple complex identifications related to victimization, bullying, and standing by in the midst of aggression (Basham, 2004 , Herman, 1992 /2015 . The tendency for victimized people to identify with the aggressor, and the aggression, makes it critical to avoid demonizing or scapegoating individuals or groups involved in bullying or cyberbullying others, and to engage instead with the aggression as relational phenomena (Maines & Robinston, 1991; Pikas, 2002; Young, 1998) . Scapegoating young people involved in bullying temporarily extracts the problem from the environment, but leaves the group vulnerable to perpetuating dynamics of unreflective aggression (Byers, 2013 (Byers, , 2016 . It removes responsibility from the peer group and school community to recognize all young people's needs and hold each other accountable.
Engage dynamically to support development of the client's social skills related to selfefficacy, empathy, and communication
Across theoretical orientations, many treatment approaches share goals of developing self-efficacy, problem-solving skills, assertiveness, and coping among clients who are bullied (Chu, Hoffman, Johns, Reyes-Portillo, & Hansford, 2015; Newgent, Behrend, Lounsbery, Higgins, & Lo, 2010; Panzer & Dhuper, 2014; Paolini, 2018; Smaller, 2013; Ziomek-Daigle & Land, 2016) , and empathy and communication skills among clients who bully others (Horton, 2014; Kimonis & Armstrong, 2012; McAdams & Schmidt, 2007; Sahin, 2012; Splett, Maras, & Brooks, 2015) . Feather (2016) introduces an integrative social skills group model using gestalt principles for clients with disabilities who have been bullied, expressly aiming to incorporate skills such as assertiveness with mirroring and meaning making. Chu and colleagues (2015) introduce a psychoeducational curriculum for adolescent clients (ages 12-13) who have been bullied, aiming in one module to facilitate experiential learning of assertiveness by having participants actively respond in the group to various bullying scenarios. In work with a sevenyear-old client, Smaller (2013) aims to interrupt hostile attribution bias through individual and group activities to increase perspective taking among aggressive children. These approaches may allow for development of greater empathy toward peers who are no longer perceived of as threats. Kimonis and Armstrong (2012) add a more intensive focus on rewards (a token system) in work with children with features of callousness-lacking in empathy, guilt, and caring behaviors-using a modified Parent Child Interaction Therapy. They find that rewards are more useful than disciplinary consequences in their work with a five-year-old client who has victimized others with aggression, and that the intervention seems to increase his capacity for empathy.
The common emphases on enhancing assertiveness for bullied clients on the one hand, and empathy for clients engaged in bullying on the other, reflects a narrow conceptualization of bullying as stemming from specific traits of individuals involved with bullying and being victimized. More recently, however, some models have begun to incorporate more dynamic and interactive models that take into account environmental factors (Beebe & Robey, 2011 
Limitations
There are several important limitations to our review, many of which relate to how little has been published to date about clinical practice with regard to bullying and cyberbullying. Due to the small and varied number of peer-reviewed publications, and our decision to fully integrate peer-reviewed articles reporting on new intervention models-even those without outcomes measures and randomized controls-we chose not to conduct a quantitative analysis of any of the findings we reviewed. We instead took an iterative, consensus building approach as a group toward identifying relevant categories and guidelines. Another group of researchers might glean different guidelines from the same articles. Finally, because there were only four articles pertaining to practice related to cyberbullying, we are unable to consider in this review how and when clinical approaches to cyberbullying might be different than for traditional bullying.
Conclusion
Given significant advances in descriptive and phenomenological research on bullying and cyberbullying over the past three decades, the lack of peer-reviewed scholarship on the role of clinical interventions is striking. This neglect is pervasive with regard to treatment related to bullying and cyberbullying. There is a clear need for clinical literature, including case studies, related to bullying and cyberbullying with rigorous theoretical and research-based conceptualizations and discussion of treatment, as well as translational research studies focused on efficacy of treatment models in schools and community settings. While important, the general focus on "whole-school" intervention has tended to obscure and minimize the vital role of individual and group clinical practice with children and youth involved in bullying and cyberbullying.
The guidelines we identify are consistent with ecological systems and person-inenvironment frameworks for understanding bullying and cyberbullying, and clinical social workers are ideally situated to implement and build on them in schools, colleges and universities, and community clinics. In all of these settings, where clinicians routinely meet with young clients experiencing bullying and cyberbullying, clinical social workers can take the lead in administration and direct practice in defending their time and personalized attention with their clients. A core emphasis across each of the four guidelines-and an implicit premise in many of the articles we reviewed-is a steady and reliable relationship with a caring, credible, and responsive adult. This clinical relationship, both one-on-one and in small groups, is an integral component to complex systems interventions as well. Remaining clinically attuned to the needs and strengths of individuals and small groups, while also working in partnership with clients within complex systems for change, is both fundamental to clinical social work and vital in clinical responses to bullying and cyberbullying.
Given the relative paucity of literature on this topic between 1990 and June 2018, the four guidelines we have identified are just a start. Each reflects an area that clinicians and researchers with close proximity to the field have thus far placed value on in their writing about practice. As such, each guideline is an area for more intensive clinical research.
In order to be effective, clinical approaches with individuals and groups must be conducted simultaneously or sequentially with the work conducted in other systems (Greene, 2003 ). Yet it is essential at this stage to increase our focus and research on direct practice and psychotherapy related to bullying and cyberbullying. Clinical practice is indeed often a foundation, and a first line, in anti-bullying work. 
